Schizophrenia afflicts approximately one per cent of the population worldwide[@ref1] and is among the most disabling diseases in the young age group. Although the disability due to schizophrenia is coming down with advances in treatment[@ref2], physical comorbidities such as cardiovascular, respiratory, neurological, infectious and sexually transmitted diseases remain cause for concern[@ref3]. Comorbid physical illnesses are one of the potential reasons for reduced life expectancy in schizophrenia[@ref4][@ref5]. Various risk factors associated with lifestyle and treatment such as obesity, smoking, hypertension, dyslipidaemia, hyperglycaemia and neuroleptic medications add to the risk for developing physical illnesses[@ref3][@ref5][@ref6][@ref7]. The prevalence of physical comorbidities in patients with schizophrenia has been reported to be high compared to the general population with odds ratios varying from 2.62 to 7.54[@ref8]. The patients are often unable to seek adequate physical care due to social isolation, lack of insight, lack of employment, difficulty in communication and reduced pain sensitivity[@ref3][@ref5][@ref9]. This cross-sectional study was undertaken from March to August 2013 in the department of Psychiatry, All India Institute of Medical Sciences, New Delhi, India, to assess the presence of common physical comorbidities in patients with schizophrenia, their clinical and socio-demographic correlates and impact on functioning. All patients attending the walk- in clinic with a diagnosis of schizophrenia on four days a week were screened for inclusion criteria for the study. To be included, the patients needed to meet the Diagnostic and Statistical Manual of Mental Disorders Fourth Edition (DSM IV)[@ref10] criteria of schizophrenia, and be above 18 yr with duration of illness of more than two years. Female patients with pregnancy were excluded. Patients and their caregivers were informed in detail about the purpose of the study. Written informed consent was taken from the patient and/ or caregiver. The study was approved by the Institute Ethics Committee.

Socio-demographic and clinical details such as duration of illness, duration of treatment and past and family history of psychiatric illness were recorded. The severity of schizophrenia was assessed using the Positive and Negative Syndrome Scale (PANSS)[@ref11]. The current status of functioning was assessed using the Global Assessment of Functioning (GAF)[@ref10] and Social and Occupational Functioning Assessment Scale (SOFAS)[@ref10]. All assessments were conducted on the first day of inclusion. Physical illness checklist, prepared for the study, based on earlier studies on physical comorbidity in schizophrenia[@ref3][@ref5][@ref6], was used to screen for physical illnesses in the patient and the family. Detailed physical examination was conducted, and laboratory investigations (haemogram, liver and renal function tests, fasting blood sugar and lipid profile), X-ray chest and electrocardiography were conducted on the next day. Patients detected to have physical illness were referred to the concerned speciality in the hospital. Data were analyzed using SPSS (version 20) for Microsoft software (IBM, Armonk, NY, USA). Percentage and frequency was calculated for nominal and ordinal variables, and mean and standard deviation was calculated for continuous variables. Independent sample *t* test, Mann-Whitney test and Chi-square test were used for comparison.

One hundred patients (55 males and 45 females) were included in the study. The mean age was 35.12±10.7 yr (range 18 to 72 yr), and mean duration of illness was 8.3±7.8 yr (range 2-30 yr) with mean duration of treatment of 7.8 yr (range 1 month-30 yr). Most (86%) patients were on 2^nd^ generation antipsychotic and 12 were on a 1^st^ generation antipsychotic. One patient was on both 1^st^ as well as 2^nd^ generation antipsychotics, and one was maintaining well without any antipsychotic. In 40 per cent patients, comorbid substance abuse in the form of tobacco (40%) and alcohol (13%) was present. The mean total score (±SD) on PANSS was 66.89±11.46. The mean scores on the positive, negative and general psychopathology scales were 14.6±6.12, 22.67±7.98 and 29.56±6.44, respectively. The mean score on GAF was 61.7±15.68 (range 20-90). The mean score on SOFAS was 61.54±15.12 (range 30-90).

In 70 per cent patients, comorbid physical illnesses were detected on history and physical assessment. Common comorbidities included hypertension (21%), diabetes mellitus (15%), anaemia (12%), tuberculosis (7%), obesity (6%) and menstrual disturbances (5%). Less frequent physical illnesses included thyroid disorder (4%), epilepsy (3%), cerebrovascular accident (2%), coronary artery disease (CAD) (2%), deafness (2%), liver disease (2%), other gastrointestinal illnesses (2%) and dementia (1%). The mean body mass index score of participants was 24.4±3.8 kg/m^2^ ranging from 16.5 to 39.5. Thirty two per cent suffered from only one comorbid physical illness, whereas 21 and 11 per cent had two and three comorbid illnesses, respectively. Those with current physical illness were significantly older than those without physical illness (*P* =0.001). Current physical illnesses were significantly more commonly seen in females (*P* =0.016) and in the married (*P* =0.004) individuals. Participants with a comorbid physical illness tended to have a longer duration of illness \[median duration 8.0 (2-21) vs 5.0 (2-30) years, *P* =0.016\] as well as longer duration of treatment \[median duration 7.5 (0.1-20) vs 4.5 (2-30) years, *P* =0.024\]. There was no difference in the level of functioning between the participants with or without physical comorbidity as assessed on SOFAS and GAF ([Table](#T1){ref-type="table"}).
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Although 70 per cent of patients suffered from a comorbid physical condition, an average number of physical comorbidities was low at 1.34 (range=0-5), which was lower than that reported in an earlier study[@ref12]. Patients with physical illnesses tended to be older, married and female and had a longer duration of illness. Age has been identified as a risk factor in an earlier study also[@ref12]. Similarly, a longer duration of illness and duration on treatment were significantly associated with higher risk to develop physical illnesses. Long duration of exposure to antipsychotic treatment, especially the 2^nd^ generation antipsychotics, is a known risk factor for the common physical comorbidities[@ref5]. Lifestyle illnesses such as diabetes mellitus, hypertension and CAD have common risk factors which are accentuated by 2^nd^ generation antipsychotics and sedentary lifestyle[@ref5]. Fifty five patients suffered from lifestyle illnesses, and among them, 43 were on 2^nd^ generation antipsychotics. No significant difference was observed between the patients on 1^st^ and 2^nd^ generation antipsychotics probably due to limited sample size in our study.

The presence of physical comorbidity for individual illnesses such as hypertension, diabetes mellitus, anaemia, obesity and CAD was similar to an earlier nationwide study on hospitalized patients from Spain on physical comorbidity in patients with schizophrenia[@ref13] though lower than general estimates reported in another study[@ref5].

There was no significant difference in the level of functioning as measured on GAF and SOFAS between the patients with or without physical comorbidity. In one of the previous studies assessing psychosocial functioning in patients of schizophrenia with comorbid physical illnesses[@ref12], physical comorbidity was found to have only a limited effect on psychosocial functioning.

Though our study had a limitation of cross-sectional design, limited sample size, use of a basic set of physical investigations and lack of a control population, it showed presence of physical comorbidities in a substantial number of patients with schizophrenia even with a limited number of investigations. There is a need for multicentre nationwide studies with a larger sample and an expanded battery of investigations to reach to a valid conclusion.
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